after opening the abdomen is to examine the stomach, the pylorus, and the duodenum thoroughly. Without this precaution it would be easy to overlook either a cardiac pouch or pyloric obstruction. The exact nature of the operation to be performed must depend upon the conditions found upon Fig. 8.) A vertical incision, as figured in some of the books, cannot be made of sufficient length. There is very little tension upon the suture line when this method is adopted, for the pgloric is not folded in front of the cardiac pouch. The stricture, which is relatively fixed, is neither disp'aced nor folded. The very movable lower borders of the gastric pouches are simply approximated. As far as external appearances go the natural shape of the stomach is almost restored by the operation. In only one of my patients was Kammerer's operation feasible. (Vide Fig. 10 .) Moynihan2 records one remarkable case in which it was impossible to join the cardiac to the pyloric pouch owing to adhesions.
after opening the abdomen is to examine the stomach, the pylorus, and the duodenum thoroughly. Without this precaution it would be easy to overlook either a cardiac pouch or pyloric obstruction. The exact nature of the operation to be performed must depend upon the conditions found upon exploration. The same operation is not suitable for all cases. A good deal depends upon the presence or absence of ulceration, of pyloric obstruction, and of adhesions. When there is no pyloric obstruction, and especially if the pyloric pouch be small, a single posterior gastro-enterostomy is all that is necessary, the cardiac pouch, which is generally large, being easily joined to the jejunum. With an open pylorus there is no fear of stasis in the pyloric pouch. The condition then differs very little from ordinary pyloric obstruction, for which posterior gastro-jejunostomy is satisfactory. When pyloric obstruction* complicates hour-glass contraction there is more doubt as to the best treatment. A double posterior gastro-enterostomy is not satisfactory for various reasonr. It is difficult to drain the two pouches thoroughly through the limited space available within the loop of blood vessels in the mesocolon. Moreover, there are usually a great many adhesions to the back wall of the lesser sac, and the transverse mesocolon may be considerably shortened; and in some instancer, as in Case i, it is impossible to join the jejunum to the posterior surface of the very small cardiac pouch without risk of obstruction of the drawn-up jejunal loop by the contraction of the opening in the transverse mesocolon. In this case he opened the pylotic poucb, and dilated the stricture in a retrograde manner, and to his surprise the patient made a good recovery. In the absence of complicating pyloric obstruction it is not necessary to add gastro enterostomy to gastro-gastrostomy or gastroplasty, although it would appear at fixst to be a precaution against recurrence of ulceration and stenosis. As already pointed out, the w rays have shown us that sufficient drainage of the cardiac pouch can be provided by joining it to the pyloric one, which is not nearly so far to the right as we used to think. Moreover, a superfluous gastro-enterostomy increases the immediate danger of the operation, and introduces the risk of vicious vomiting, which is still to be remembered, especially in women. When hour-glass contraction is due to growtb, or A girl, aged 23, was advised by a wise woman to eat figs in order to burst a small abscess in the axilla. She ate nearly a pound of dried Turkey flgs at 11 a.m., December 24th, 1910. Two hours later ineffectual retching set in with abdominal pain, which continued with increasing severity all day and th6 following night. The bowels moved slightly in the evening. The girl had several alarming attacks of breathlessness in the night.
I was summoned at 9 a.m. next dav. The abdomen was not distended, and moved elightly with respiration. There was a general slight increase of resistance and a diffuse tenderness, most noticeable between the umbilicus and the left anterior superior spine. The pain had come on gradually and was now severe, especially in the epigastrium, but also in the left iliac region. The pulse was 84 and the temperature normal.
After examination she sat up with a sudden cry and gasped for breath; the pupils dilated fully, and showed momentarily a slight red reflex. For about ten seconds she looked as if she might fall back dead. When she regained ber breath a little brandy and water was given and she began to retch, but only a little fig pulp came up. As this seemed too thick to flow through a stomach tube, none was passed lest it should provoke anolher attack of dyspnoea.
One hour later a slightly-distended dull area could be made out below and to the left of the umbilicus. An enema of soap and water was ordered and hot applications to relieve the pain, but no morphine was given at this stage.
At 3 p.m. (twenty-six hours after the onset of pain and vomiting) the patient felt no better, although the enema had acted well. The abdomen hardly moved on respiration and was distended, especially in the hypogastric and left iliac regions, which were dulJ. The left flank was also dull. A uniformly tympanitic note was elicited from the ensiform cartilage to a point well below the umbilicus. The stomach
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[MARCH 25, I9131 resonance extended up to the nipple, and to the left as far as the posterior axillary line. There was no obliteration of liver dullness. The rectum was not ballooned. A catheter was passed, but only about 2 drachms of urine escaped. Very little urine had been passed since the onset of symptoms. The patient wished to be sick, and I gave her a teacupful of warm Water with bicarbonate of soda. Although this was not vomited, the normal stomach area remained entirely tympanitic, but the dulliness in the left flank and left iliac region increased. Havng given i grain of morphine hypodermically, I had her removed to hospital for operation.
At 6 p.m. Mr. John Hartley opened the abdomen. A large swelling like an ovarian cyst presented in the wound. It was tympanitic above but dull below, and was found to fill the whole of the front of the abdomen. It was recognized as an enormously distended stomach, the greater curvature being hidden below the pubis, and the lesser curvature appearing like a vertical chink betweon the inflated halves of the organ. The dilatation seemed to extend to the second stage of the duodenum. An area of the stomach was drawn forward and packed off with gauze from the peritoneal cavity. A small incision was,made to allow gas to escape. Then the patient was turned on her right side, the stomach kept drawn forward and the incision enlarged. Fluid containing fig juice and emitting a strong vinous odour, flowed freely for a time, and then masses of halfmasticated figs were removed with a scoop. The pylorus and the first part of the duodenum were found to be dilated sufficiently to admit three fingers. When all the contents had been removed the stomach contracted gradually till the greater curvature was just below the umbilicus. The wound in the stomach was closed in three layers, and the abdominal wall brought together in the usual way without drainage.
The patient bore the operation well, had a fair night, and expressed herself as much more comfortable next morning. No sickness followed the anaesthetic nor was there any disturbance of digestion during convalescence. She was fed by nutrient enemata for two days and no solid food was given for a week. Recovery was uneventful and complete. THE value of pure carb:lic acid as a preventive of sepsis has been known since 1865, when Lister first employed it for that purpose in compound fractures. How powerful a deterring agent it is to the extension of septic processes is well known to all those who have employed it to check the advance of traumatic gangrene. By freely swabbing a putrid wound and soaking with the acid all necrosing tissue any farther extension of the gangrenous process is prevented, and in a very short time pain and fever disappear and the wound takes on a healthy healing action.
The striking inhibitive effects of the drug when thus used for external conditions led me to venture upon its employment for cases of appendical abscess where the extreme offensiveness of the discharge and the necrotic processes in the appendix suggest conditions not altogether unlike those met with in traumatic gangrene.
OPERATION.
Let me outline the method of procedure before making further comment:
1. The abdomen is opened in the right iliac region by the usual "gridiron " incision. Should more room be required the incision' must be carried either upwards or downwards, dividing the fibres crossways of the internal oblique and transversalis muscles. This extension of the wound should always be avoided, if possible, as rendering the subsequent formation of a hernial protrusion much more likely.
2. If there are no adhesions encountered between the visceral and parietal peritoneum sufficient to effectually cut off the general peritoneal cavity, gauze plugs are inserted so as to afford complete protection of the cavity when the abscess is opened.
3. The abscess is now sought for by carefully breaking down the adhesions, and when once pus begins to well up it is rapidly swabbed away until the cavity has been freely exposed and praotically dried. 4. The appendix is then sought for, and, if reasonably possible, removed; the caecal stump is touched with pure carbolic acid, and invaginated by a purse-string gut suture.
5. The abscess cavity is freely wiped with a small gauze swab soaked in pure carbolic acid. An effort is made to reach every part of the cavity. A dry swab is then introduced to soak up any of the remaining acid, and immediately thereafter any amount up to half a teaspoonful of iodoform is put into the cavity, and with a blunt instrument smeared over its walls.
6. A rubber drainage tube about a quarter of an inch in diameter is conducted to the lowest part of the cavity, and on one side of the tube a narrow strip of iodoform gauze is packed in zigzag fashion, just sufficient to fill the cavity; this, with the tube, is conducted out of the abdomen about the centre of the wound.
7. The protective gauze plugs encircling the involved area are withdrawn, the edges of the wound dusted with iodoform, and closed by through-and-through silkworm gut sutures.
AFTER-TREATMENT. The after-treatment is as follows: On the second day after the operation the iodoform gauze packing is partially removed; on the third day it is completely removed; and, however fetid may have been the pus at the time of operating, the plug will be found to be perfectly "s weet." On the fifth or sixth day the drainage tube is taken away, and on the tenth day the stitches are removed. At the end of four weeks the patient is allowed up.
SYNOPSIS OF CASES.
The accompanying table, which I have been enabled to draw up mainly through the kind help of my Resident Infirmary Assistant, Dr. John P. Kinloch, contains all the cases in the hospital in which I have used pure carbolic acid in the way just described.
It will be noticed, first, that in 16 out of the 27 cases the abscess was reached by the ordinary "gridiron" incision, neither muscle nor aponeurosis being divided across the direction of their fibres.
Secondly, in every instance the peritoneal cavity was opened-that is to say, the abscess had to be reached through the non-adherent walls of the visceral and parietal peritoneum.
Thirdly, in 25 cases out of the 27 the appendix was soughb for 4nd removed. In one of the remaining two it was only partially removed, as a portion had disappeared, while in the oth er it could not be found. Fourthly, every case recovered, and in none were there any subsequent complications, such as subdiaphragmatic abscess, pylephlebitis, pneumonia, or other conditions suggestive of septic absorption or local accumulations. The pulse and temperature usually fell within twentyfour hours.
Fifthly, the subsequent results of operation were traced in 25 out of the 27 cases, and 19 of these 25 were seen and examined. With the exception of the twenty-seventh case, which had only been operated upon a month previously, the interval between operation and report ranged from three months to four and three-quarter years. An examination of these results shows: (1) That where the " gridiron " incision was employed in 10 out of 14 cases there was some bulging of the cicatrix, mostly slight and in almost every instance at the place where the drainage tube and gauze packing emerged. (2) That where the internal, oblique, and transversalis muscles were cut across by extending the incision upwards 3 out of 6 cases showed bulging, the protrusion bsing in one case at the seat of exit of the drainage tube, and in the other two at the lower' part of the cicatrix. (3) That where the internal oblique and transversalis muscles were cut across by extending the incision downwards and inwards the three cases so treated showed bulging-in one "considerable bulging for about 5 in."; in a second "marked bulging at lower .part "; and in a third, " slight bulging at lower part." Thus, then, it is seen, in reviewing these results collectively, that out of 23 cases only 7 showed no signs of bulging, and lapse of time may even lessen still more the number of these latter. Further, the bulging was least in those cases in which a "gridiron"
